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This issue of MMWR commemorates the 50th anniversary of the Epidemic 
Intelligence Service (EIS). In 1951, EIS was established by CDC following the start of 
the Korean War as an early-warning system against biologic warfare and man 
made epidemics. EIS officers selected for 2-year field assignments were primarily 
medical doctors and other health professionals, such as sanitarians, dentists, and 
veterinarians, who focused on infectious disease outbreaks. EIS has expanded to 
include a range of public health professionals, such as postdoctoral scientists in 
statistics, epidemiology, microbiology, anthropology, sociology, and behavioral 
sciences. The scope of work also has expanded to include chronic disease, environ- 
mental health, unintentional injury, violence prevention, and workplace health and 
safety. Since 1951, approximately 2500 EIS officers have responded to requests for 
epidemiologic assistance within the United States and throughout the world. Each 
year, EIS officers are involved in several hundred investigations of disease and 
injury problems, enabling CDC and its public health partners to make recommenda 
tions to improve the public's health and safety. Additional information about EIS and 
its 50th anniversary is available at http://www.cdc.gov/eis. 











Mortality During a Famine — Gode District, Ethiopia, July 2000 


Recurrent famine has been a major cause of mortality in the Horn of Africa (7,2). In 
Ethiopia, three consecutive years of drought led to widespread loss of livestock, popula 
tion displacement, and malnutrition, placing an estimated 10 million persons at risk for 
starvation in 2000 (3). Alarge proportion of the population of the Gode district in Somali 
region was displaced in a search for food and food aid (CDC, unpublished data, 2000). 
From April through July 2000, nongovernmental organizations (NGOs) opened feeding 
centers in the Gode district. Because no vital statistics or public health surveillance sys- 
tem existed in the district, and no representative mortality or morbidity data were avail- 
able, during July 2000, CDC, in collaboration with Save the Children U.S., the Office of 
Foreign Disaster Assistance of the U.S. Agency for International Development, and the 
United Nations Children’s Fund (UNICEF), conducted a mortality survey. This report sum- 
marizes the results of this survey, which found persistently high levels of mortality, with 
measles representing an important cause of mortality in children aged 
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Mortality During a Famine Continued 


FIGURE 1. Major reported causes of death among children aged <5 years — Gode 
district, Ethiopia, July 2000 
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Editorial Note: The age distribution for mortality during the famine in Ethiopia is similar 
to other famine- and emergency-affected populations. Children, particularly those aged 
<5 years, usually account for most deaths in such situations (8). Malnutrition, diarrheal 
diseases, acute respiratory infection, malaria, and measles account for 60%-95% of 
reported deaths in famines and complex emergencies (7). For children aged <5 years, 
measles is a leading cause of mortality during these emergencies. Most famines occur 
in areas of rural sub-Saharan Africa, where measles vaccination coverage is rarely 
adequate to prevent measles outbreaks during periods of mass displacement and 
malnutrition. Mass measles vaccination campaigns targeting children aged 6 months 

5 years are likely to be cost-effective in such situations (9) and may prevent many more 
deaths than more high-profile interventions (e.g., feeding centers). The large proportion 
of measles-related deaths among children aged 5-14 years identified in this survey 
highlights the importance of extending coverage to children aged >5 years when measles 

related mortality is high in this age group (9) 

The findings in this report are subject to at least three limitations. First, data are 
subject to recall bias; as a result, the study period was limited to 8 months, and the 
beginning of the study period was defined by a religious date known to the entire popu 
lation. Second, only households present on the day of the survey were sampled, possibly 
resulting in an underestimation of mortality because households in which all members 
had died during the famine could not have been selected. Finally, because no surveillance 
system and no birth and death registration existed in the district, comparing verbal 
reports of mothers with case definitions was used to determine causes of death. Inad 
equate sensitivity and specificity of case definitions could have resulted in some 
misclassification of causes of death. 
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FIGURE 2. Ethiopian child being 
weighed with a Salter scale, 2000 
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Fatal and Severe Hepatitis Associated With Rifampin and Pyrazinamide 
for the Treatment of Latent Tuberculosis Infection — 
New York and Georgia, 2000 


One of the recommended treatments for latent tuberculosis infection (LTBI) is a 
9-month regimen of isoniazid (INH); a 2-month regimen of rifampin (RIF) and pyrazina 
mide (PZA) is an alternative in some instances. In September 2000, a man in New York 
died of hepatitis after 5 weeks of RIF-PZA, and in December, a woman in Georgia was 
admitted to a hospital because of hepatitis after 7 weeks of this regimen. This report 
summarizes the findings of the investigations of these incidents, which underscore the 
need for clinical monitoring for adverse effects in all patients receiving treatment for LTBI. 


Case 1 


A 53-year-old incarcerated man received 600 mg (6.7 mg/Kg) RIF and 1750 mg (19 
mg/Kg) PZA daily after screening revealed a tuberculin skin test (TST) with 20 mm indu 
ration and no radiologic or clinical findings of active tuberculosis (TB). His risk factors for 
TB included previous work as a medical orderly, homelessness, and multiple incarcera 
tions. He had a history of hypertensive heart disease and alcoholism without evidence of 
chronic liver disease. He was not known to inject drugs 

RIF-PZA was standard treatment for LTBI at the jail. Baseline and 1-month serum 
aminotransferase and bilirubin levels were measured routinely. The patient’s baseline 
aminotransferase levels were slightly higher than the upper-normal limits. He was 
instructed to stop taking RIF-PZA if he developed symptoms suggestive of hepatitis. He 


also received 325 mg enteric-coated aspirin daily, 90 mg extended-release nifedipine, 
and 50 mg hydrochlorothiazide. Nurses supervised the administration of all medication 
to assure compliance. 


Blood specimens tested on day 33 of treatment revealed alanine aminotransferase 
(ALT) 1734 U/L (normal range: 0-41 U/L), aspartate aminotransferase (AST) 1449 U/L 
(normal range: 0-38 U/L), and total bilirubin 4.2 mg/dL (normal range: 0-1.0 mg/dL). 
Blood cell counts showed leukocytosis. On day 35, RIF-PZA was discontinued when the 
test results were received. On the same day, a correctional officer urged the patient to 
visit the infirmary because of poor appetite and lassitude that had developed over sev 
eral days; he declined. Five days after the cessation of RIF-PZA, the patient was evalu 
ated in the infirmary for jaundice and altered mental status and was admitted to a hospi 
tal. Serum total bilirubin peaked at 17.8 mg/dL and blood ammonia at 378 pmol/L (normal 
range: 17-47 pmol/L). He died 3 days after admission. 

On postmortem histology, the liver had bridging necrosis, lymphocytic infiltration, 
focal cholestasis, increased fibrosis, and micronodular cirrhosis. Results were negative 
for serum anti-A IgM, antibody to hepatitis B core antigen (anti-HBc), antibody to hepati- 
tis B surface antigen (anti-HBs), and antibody to hepatitis C virus (anti-HCV). Antinuclear 
antibody (ANA) was undetectable. Hepatitis B and C were undetectable by polymerase 
chain reaction assays. The reported cause of death was liver necrosis and failure as a 
result of hepatitis following LTBI treatment. 


Case 2 
A 59-year-old woman received 600 mg (7.2 mg/Kg) RIF and 2000 mg (24 mg/Kg) PZA 
daily after testing revealed a TST with 27 mm induration and no findings for active TB. 


She chose this regimen because of suspected exposure to drug-resistant TB and concern 
about liver injury from INH. In addition to RIF-PZA, she received beclomethasone 
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Patients with LTBI and risk factors for active TB should be offered treatment (7,5) 

Health-care providers should instruct and frequently remind patients about the initial 


f hepatitis (e.g., fatigue, nausea, abdominal pain, and anorexia) and the 


symptoms o 
mportance of stopping medication if symptoms develop (2 ). In this report, both patients 
yntinued taking their medicines while symptoms were developing, a phenomenon also 
reported for INH-associated hepatitis (4 
CDC's Division of Tuberculosis Elimination is interested in receiving reports of severe 
hepatitis in patients being treated for LTBI. To report possible cases, telephone (404) 639-8125 
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Treatment of Latent Tuberculosis Infection Continued 
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Cluster of Tuberculosis Cases Among Exotic Dancers 
and Their Close Contacts — Kansas, 1994-2000 


During January 2001, the Wichita-Sedgwick County Department of Community Health 
(WSCDCH), the Kansas Department of Health and Environment (KDHE), and CDC inves- 
tigated a cluster of tuberculosis (TB) cases that occurred from 1994 to 2000 among 
women with a history of working as dancers in adult entertainment clubs (i.e., exotic 
dancers) and persons who were close contacts of exotic dancers. This report describes 
the results of the investigation and illustrates the need for early identification of TB 
clusters through ongoing surveillance and resources for health departments to respond 
rapidly to TB outbreaks 

As of April 2001, the TB control staff of WSCDCH and KDHE had identified 18 TB cases 
in this cluster that had been diagnosed from 1994 to 2000 (Figure 1). Of these, 14 (78%) 
were culture confirmed; all Mycobacterium tuberculosis isolates were susceptible to 
first-line anti-TB drugs. Eight patients were women (seven exotic dancers), seven were 
men, and three were children. Of the 15 adult patients, 14 were aged 
<45 years at the time of diagnosis. All dancers had cavitary pulmonary disease, an 
indication of increased infectiousness. All adult patients were voluntarily tested for 
human immunodeficiency virus infection and one was seropositive. Twelve (80%) of the 
15 adult patients reported using cocaine, crack cocaine, or amphetamines, and 10 (67%) 
had been incarcerated at some time during 1994-2000. All 18 patients were started on 
directly observed therapy (DOT), and 17 completed treatment. 

Evidence linking these cases included common occupation or known exposure to 
exotic dancers. Of the 11 nondancer patients, six were exposed to dancers outside of the 
clubs exclusively. Although dancer patients identified six clubs in which they worked 
during their potential infectious periods, no single club could be confirmed as the site of 
transmission to all other dancers. Shared drug-related activities may have linked the 
adult patients; however, no specific location of drug use was identified (7). Of the nine 
M. tuberculosis isolates tested, all had matching /S6110 fingerprints, including isolates 
from six dancers (2). 

Contact investigations of the nine infectious TB patients identified 344 contacts. Of 
302 contacts with a tuberculin skin test (TST) placed and read, 76 (25%) were TST posi 
tive. Among 243 contacts éligible for 10-to-12 week postexposure TST, 32 (13%) had 
follow-up TST placed and read. Of these, 14 (44%) had TST conversion indicating recent 
M. tuberculosis infection. Among 72 contacts eligible for latent TB infection (LTBI) therapy, 
54 (75%) initiated therapy. Of the 54 contacts who should have completed therapy by 
January 2001, six (11%) had documented compietion. 





April 20, 2001 


FIGURE 1. Cluster of tuberculosis cases among exotic dancers and close contacts of 
exotic dancers, by year of diagnosis — Sedgwick County, Kansas, 1994-2000* 
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The WSCDCH TB control staff consists 
physician consultant, and a full-time assistant. The nurse is primarily responsible for 
Ise Management inciuding DOT. In addition, in collaboration with the WSCDCH Health 
Surveillance Unit, the nurse is responsible for contact investigations and screening high 


risk persons for TB with TST. Health departments in low incidence states such as Kansas 


2.9* per 100,000 population during 2000) may have limited resources to respond to 
outbreaks while maintaining the essential components of TB control, thus hampering 


efforts to eliminate TB (3 
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Outbreaks of TB among persons who use illegal drugs and/or have been incarcerated 
can be difficult to investigate. Illegal drug users often belong to complex social networks, 
and members of these networks may be reluctant or unable to provide the names of their 
contacts to public health officials (4). Special techniques for exploring chains of transmis- 
sion among members of complex social networks have been developed (5,6) 

In this cluster investigation, follow-up rates of 10-to-12 week postexposure TST and 
completion rates of LTBI therapy were low. New approaches beyond traditional methods 
of TB contact investigations are necessary to follow-up contacts discovered through 
social network analysis. These approaches must assure that all contacts are assessed 
for LTBI and that those with LTBI complete therapy. This may require DOT for LTBI in an 
outbreak to prevent further M. tuberculosis transmission. The findings in this report 
underscore that all states, including those with very low TB incidence, should maintain TB 
control capacity and have outbreak response plans that include methods to augment this 
capacity during unexpected increases in M. tuberculosis transmission (7 ) 
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Outbreaks of Escherichia coli 0157:H7 Infections Among Children 
Associated With Farm Visits — Pennsylvania and Washington, 2000 


During the spring and fall of 2000, outbreaks of Escherichia coli 0157:H7 infections 
among school children in Pennsylvania and Washington resulted in 56 illnesses and 
19 hospitalizations. Illness was associated with school and family visits to farms where 
children came into direct contact with farm animals. This report summarizes the findings 
of investigations of these outbreaks (Figure 1) and includes strategies to reduce the 
transmission of enteric pathogens from farm animals to children. 


Pennsylvania 


During September—November 2000, the Montgomery County Health Department 
(MCHD) identified 51 persons who had diarrhea within 10 days of visiting a dairy farm 
(farm A) in Montgomery County. Fifteen (29%) persons had either E. coli 0157 isolated 
from stool specimens or hemolytic-uremic syndrome (HUS); patients ranged in age from 
1-52 years (median: 4 years), 26 (51%) were male, and dates of illness onset ranged 
from September 4 to November 8. Symptoms reported by the 51 patients included 
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FIGURE 1. CDC investigator examines a calf at farm A——Pennsyivania, 2000 


were 
and eight (16%) developed HUS. E. co lates were indistinguishable by 
field gel electrophoresis (PFGE) and produced both Shiga toxins 1 and 2 
lentify ris rs, CDC, the Pennsylv a [ artment of Health, and MCHD 
ase-control study among farm visitors during November 12-19. A con 
e was defined as diarrhea in a person within 10 days of visiting farm Aon or 
September 1, with either E. coli 0157 isolated from stool or HUS. A probable case 
defined as diarrhea in a person within 10 days of visiting farm A on or after Septem 
Controls also had visited farm A after September 1 but did not develop diarrhea 
hin 10 days of the visit. Two controls per case were sought by sequential digit dialing 
ind frequency matched by age group (i.e., <1 year, 1-4 years, 5-8 years, 9-12 years, 
20 years, and >21 years). Fifty-one case-patients, or a parent or guardian for young 
hildren, and 92 controls were interviewed in the case-control study 
Case-patients were more likely than controls to have had contact with cattle (sum 
mary odds ratio [OR]=10.9; 95% confidence interval [Cl]=1.7-70.7), an important farm 
animal reservoir for E. coli 0157. Activities that promoted hand-mouth contact, such as 
nailbiting (summary OR=2.5; 95% Cl=1.1-5.7) and purchasing food from an outdoor con 
cession (summary OR=2.5; 95% Cl=1.1-5.7), were more common among patients. 
Handwashing before eating was protective (summary OR=0.2; 95% Cl=0.1-0.7). All 
216 cattle on farm A were sampled by rectal swab, and 28 (13%) yielded E. coli 0157 
with a PFGE pattern indistinguishable from that isolated from patients. The same strain 
also was isolated from a railing surface. E. coli 0157 was not isolated from 43 of the other 
animal species on the farm 
Among the 75,600 persons who visited farm A during the outbreak, most were 
preschool-aged or school-aged, groups at risk for serious E. coliQ157 infection (7). No 
separate area was designated for interaction between visitors and farm animals 
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Visitors could touch cattle, calves, sheep, goats, llamas, chickens, and a pig and could eat 
and drink while interacting with animals. Handwashing facilities lacked soap and dispos 
able towels, were out of children’s reach, were few in number, and were unsupervised. 

A total of 19,698 telephone calls were made to identify controls; 3497 household 
members were available. Household members were asked whether they had visited 
farm A since September 1 and whether they developed diarrhea within 10 days of the 
visit; 134 visited the farm during the outbreak, and 22 (16.4%) reported onset of diarrhea 
within 10 days of the visit. The expected rate of diarrhea from any cause in the general 
population during a 10-day period is approximately 7% (FoodNet Population Survey, 
unpublished data, 1998-1999). Because approximately 75,600 persons visited the farm 
during the outbreak, an estimated 7000 (9.4%) may have developed diarrhea associated 
with their visit. No further illness was reported after public access to animals was discontin 
ued at farmA 


Washington 


During May-June 2000, five persons with culture-confirmed E. coli 0157 infection 
were reported to the Snohomish Health District (GHD). lsolates from these persons were 
indistinguishable by PFGE. Dates of illness onset were May 21-31, and patients ranged in 
age from 2 to 14 years (median: 7 years); three were male. All five patients reported 
abdominal cramping and diarrhea, and four reported bloody diarrhea. Three patients, 
aged 2-6 years, were hospitalized, and one developed HUS. Four patients attending 
three elementary schools had visited a dairy farm (farm B) on May 18 or 24. The fifth 
patient had not visited farm B but had developed diarrhea after a sibling became ill 
following a farm B visit. Approximately 300 persons visited farm B during the outbreak, 
primarily preschool- and kindergarten-aged children accompanied by adults. 

On May 31 and June 1, an investigation of farm B by SHD and the Washington 
Department of Health revealed that children were allowed to handle young poultry, 
rabbits, and goats. Goats, chickens, and a calf were kept in pens and could be touched 
through a fence. Children brought their own lunches and ate approximately 50 feet from 
the penned animals. Five animal stool samples collected from the farm were tested for 
E. coli 0157; all were negative 

Farm B recommended that visitors bring antibacterial wipes to wash their hands; the 
farm also provided a communal rinse basin. No signs were posted instructing visitors to 
wash their hands after touching the animals. No further illness was reported after pre 
vention measures were instituted, including distribution of instructional material and 
installation of handwashing stations with soap and running water 
Reported by: R Gage, MSPH, A Crielly, MS, M Baysinger, E Chernak, MD, G Herbert, A Johnson 
Entsuah, MPH, Montgomery County Health Dept, Norristown; G Fraser, C Rineharat 
M Solomon, G Withers, MS, R Berman, MS, Bur of Laboratories, Lionville; M Moll, MD, J Rankin 
DVM, Pennsylvania Dept of Health. J Carroll, M Ettinger, MS, S Henderson, M Mismas, D Patel 
T Reed, E Smith, J Wozniak, MS, D Toney, PhD, J Pearson, DrPH, Virginia Div of Consolidated 
Laboratory Svcs, Richmond. J Hofmann, MD, Snohomish Health District, Everett; J Grendon 
DVM, J Kobayashi, MD, Washington Dept of Health. Animal and Plant Health Inspection Svc 
US Dept of Agriculture. Foodborne and Diarrheal Diseases Br, Div of Bacterial and Mycotic 
Diseases, National Center for Infectious Diseases; and an EIS Officer, CDC 
Editorial Note: The outbreaks described in this report were the first reported in the 
United States to be associated with direct transmission of E. coli 0157 from farm animals 
to humans. An estimated 73,500 cases of illness, 2000 hospitalizations, and 60 deaths 
occur in the United States each year as the result of E. coli 0157 infection (2); many 
E. coli 0157 illnesses are associated with ingesting contaminated food or drink. However, 
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Reducing the Risk for Transmission of Enteric Pathogens at Petting Zoos, 
Open Farms, Animal Exhibits, and Other Venues 
Where the Public Has Contact With Farm Animals 


Information should be provided. Persons providing public access to farm 
animals should inform visitors about the risk for transmission of enteric patho- 
gens from farm animals to humans, and strategies for prevention of such 
transmission. This should include public information and training of facility 
staff. Visitors should be made aware that certain farm animals pose greater 
risk for transmitting enteric infections to humans than others. Such animals 
include calves and other young ruminant animals, young poultry, and ill 
animals. When possible, information should be provided before the visit. 
Venues should be designed to minimize risk. Farm animal contact is not 
appropriate at food service establishments and infant care settings, and spe- 
cial care should be taken with school-aged children. At venues where farm 
animal contact is desired, layout should provide a separate area where hu 
mans and animals interact and an area where animals are not allowed. Food 
and beverages should be prepared, served, and consumed only in animal- 
free areas. Animal petting should occur only in the interaction area to facili 
tate close supervision and coaching of visitors. Clear separation methods 
such as double barriers should be present to prevent contact with animals 
and their environment other than in the interaction area. 

Handwashing facilities should be adequate. Handwashing stations should be 
available to both the animal-free area and the interaction area. Running 
water, soap, and disposable towels should be available so that visitors can 
wash their hands immediately after contact with the animals. Handwashing 
facilities should be accessible, sufficient for the maximum anticipated atten 
dance, and configured for use by children and adults. Children aged <5 years 
should wash their hands with adult supervision. Staff training and posted 
signs should emphasize the need to wash hands after touching animals or 
their environment, before eating, and on leaving the interaction area. Com 
munal basins do not constitute adequate handwashing facilities. Where run 
ning water is not available, hand sanitizers may be better than using nothing. 
However, CDC makes no recommendations about the use of hand sanitizers 
because of a lack of independently verified studies of efficacy in this setting. 
Hand-mouth activities (e.g., eating and drinking, smoking, and carrying toys 
and pacifiers) should not be permitted in interaction areas. 

Persons at high risk for serious infections should observe heightened precau- 
tion. Farm animals should be handled by everyone as if the animals are 
colonized with human enteric pathogens. However, children aged <5 years, 
the elderly, pregnant women, and immunocompromised persons (e.g., those 
with HIV/AIDS) are at higher risk for serious infections. Such persons should 
weigh the risks for contact with farm animals. If allowed to have contact, 
children aged <5 years should be supervised closely by adults, with precau- 
tions strictly enforced. 

Raw milk should not be served. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending April 14, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending April 14, 2001 (15th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 


weeks ending April 14, 2001, and April 15, 2000 (15th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 14, 2001, and April 15, 2000 (15th Week) 





Hepatitis C | Lyme 


= 
| 
| Non-A, Ne | Legionetiosis Listeriosis Drsease 





ng Are 








Cun Cun m Cum | Cum ‘c um Cum Cum Cum 
2001 | 2001 | 2000 2001 2001 2000 


| 
= 











April 20, 2001 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 14, 2001, and April 15, 2000 (15th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 


weeks ending April 14, 2001, and April 15, 2000 (15th Week) 





Shigeltlosis* 





NETSS 


PHLIS 


Syphilis 


Primary & Secondary 


Tuberculosis 








Reporting Area 





Cum 
2000 


Cum 


| 


Cum 
2000 





Cum 
2001 


Cum 





Cum 
2000 





2001 


2000 








April 20, 2001 


TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 14, 2001, 
and April 15, 2000 (15th Week) 
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TABLE III. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 14, 2001, 
and April 15, 2000 (15th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
April 14, 2001 (15th Week) 
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The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and 
Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis for paper 
copy. To receive an electronic copy on Friday of each week, send an e-mail message to /istserv@listserv.cdc.gov 
The body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC's World-Wide Web 
server at http://www.cdc.gov/mmwr or from CDC's file transfer protocol server at ftp://ftp.cdc.gov/pub/Pubii- 
cations/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing 
Office, Washington, DC 20402; telephone (202) 512-1800 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The 
reporting week concludes at close of business on Friday; compiled data on a national basis are officially released 
to the public on the following Friday. Address inquiries about the MMWR Series, including material to be 
considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission; 
citation as to source, however, is appreciated 
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